This study was performed to assess the severity and duration of hypoxia during and after prolonged upper gastrointestinal endoscopy. Twenty patients were studied using a non-invasive pulse oximeter. Significant reductions in oxygen saturation were noted during endoscopy and remained below the preexamination level during the one hour period after the examination. This study indicates that pulse oximetry is a useful monitor for detection of hypoxia during and after endoscopy.
Flexible fibreoptic endoscopy of the upper gastrointestinal tract is frequently performed and has a low morbidity and mortality. Hypoxic episodes have been noted, however, in association with endoscopy and electrocardiographical changes associated with the episodes have been reported especially in patients suffering from ischaemic heart disease. 1- ' More complex and prolonged procedures such as endoscopic retrograde cholangiopancreatography (ERCP) with or without sphincterotomy, and laser therapy to oesophageal and gastric lesions are carried out on increasingly elderly patients who are deemed poor risks for general anaesthetic. As these examinations cause the patient much greater discomfort than diagnostic endoscopy, larger doses of sedative and analgesic drugs may be administered.
Mild degrees of hypoxia can be tolerated in young fit patients without obvious sequelae. In the elderly, and in those patients with preexisting cardiovascular or cerebrovascular disease, a reduction in oxygen supply is likely to exacerbate symptoms. If hypoxaemia is severe or protracted, cardiac arrhythmias and ischaemic changes may progress to myocardial infarction or cardiac arrest. Borderline ischaemic regions of brain are at high risk of infarction during hypoxic episodes. Reversible damage to the brain caused by hypoxia may become manifest after endoscopy when recovery from sedation may appear to be greatly prolonged.
Ambient lighting is often reduced during endoscopy to improve the quality of observation by the operator and detection ofcyanosis in these circumstances becomes increasingly difficult. In addition, endoscopy is frequently performed with only one member of medical staff present. As the operator's attention is concentrated on the procedure, deterioration in the patient's condition may only be recognised when a critical event occurs.
The present study was designed to examine the changes in arterial oxyhaemoglobin saturation during, and up to one hour following prolonged endoscopic procedures.
Methods

PATIENTS
Written informed consent for the study was obtained from 20 patients. Demographic data are shown in Table I . Underlying medical and surgical diseases and the procedures undertaken are detailed in Tables II and III. Arterial oxyhaemoglobin saturation (SaO2) was monitored continuously using an Ohmeda Biox 3700 pulse oximeter. Output from the pulse oximeter was connected to Sedation is used to facilitate endoscopy and render it more acceptable to the patient. Benzodiazepines are used commonly, sometimes in combination with an analgesic to achieve a state of tranquillity, amnesia, and cooperation. Zsigmond and his coworkers showed that intravenous diazepam given to healthy volunteers caused minimal changes in arterial P02,'I but the hypoxaemia became significant when the benzodiazepine was combined with an opioid analgesic. This effect was noted to be more marked when the studies were performed in groups of patients suffering from chronic obstructive pulmonary disease."
Intravenous midazolam has replaced diazepam in many units because of the potential advantages of shorter half life with rapid recovery, and lack of venous irritation and phlebitis. It 
